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SUBJECT

King County’s response to the changing landscape of health and human services.
SUMMARY

Today’s briefing is the second in a series of briefings on the evolving Health and Human Services (HHS) system in King County. At the March 20 Committee of the Whole meeting, members heard about the change drivers that are compelling the county to rethink its HHS system. The March 20 briefing introduced the cornerstone of the Affordable Care Act (ACA) known as the triple aim (the triple aim simultaneously improves the care experience of individuals, as well as individual and population health outcomes, while decreasing/controlling costs). The briefing outlined how the county is taking a multifaceted approach to achieving the triple aim.

This report builds on information from the previous briefing, exploring King County’s responses to changing national and local HHS landscapes.  The briefing today will review aspects of the work of the Health Reform Planning Team and of the Health and Human Services Transformation Panel and how those efforts are fostering the development of a transformed HHS system of care that delivers better performance and value through a set of strategies that will include increased integration of medical, behavioral health, preventive and social services.
BACKGROUND

Why HHS Changes Are Needed: As outlined on March 20, the key change drivers that are propelling the county to revise is HHS systems include:

· Unsustainable and growing costs, including the impacts of the uninsured 

· Individuals and families with complex needs that span multiple systems

· Siloed services and financial systems 

· Significant disparities related to geography, race, ethnicity, income and other factors

· Implementation of the Affordable Care Act

Though there has been progress in improving services through regional partnerships and initiatives, opportunities for improvement remain. Materials provided to the HHS Transformation Panel that is working on recommendations called for by the Accountable and Integrated Motion 13768 further summarizes the problems with the current HHS systems as follows:
 “Getting a Common Vision”

Health and Human Services Transformation Panel 
February 6, 2013

The Problems 

· There is little predictability in access to and quality of health and human services for King County residents. 

· Services may be duplicated or not provided at all; lack of capacity and increases in demand are common challenges facing many service providers
· Providers may not know what other system or provider is involved with a given client or patient. 
· People often get help only when their social and health issues reach a crisis point, when the issues are far more costly and challenging to address. 
The consequences: 

· Clients and patients often report poor experiences and poor customer service. 

· No single point of accountability (everyone is responsible, so no one is).

· Inadequate focus on prevention, wellness, and recovery. 

· Clients do not receive optimally integrated services and care is not well-coordinated (individuals don’t receive all the services that could be of benefit to them in a timely, effective manner.) 

These consequences fuel poor social and health outcomes in our community, persistent inequities, and higher costs for everyone: residents, government, and business. 

A detailed discussion of the Accountable and Integrated Motion 13768 and work of the HHS Transformation Panel occurs later in this staff report.
The Social Determinants of Health and the Impact of Place: Health is not only about seeing a doctor when ill, or getting the recommended immunizations and screenings. Health is also—and in fact primarily--determined by the conditions and the environments in which people are born, live, learn, work, play, and age. As Table 1 below shows, researchers have found that only about 10 percent of health is influenced by what happens in the clinical care system. Behavioral, social, economic, and environmental factors account for greater contributions to health, functioning, and quality-of-life outcomes. These factors are called the social determinants of health, or determinants of equity. These conditions explain why health is not equally shared by all county residents—some have greater opportunities and choices than others, and thus live longer, healthier lives, while others die many years earlier than the average person and suffer from multiple, chronic conditions that could be prevented. Please see attachment 1, a one page poster that shows the determinants of equity under the Strategic Plan goal of fair and just.
Conditions (e.g., social, economic, and physical) in various environments and settings (e.g., school, workplace, and neighborhood) have been referred to as “place.”
 In addition to the more material attributes of “place,” the patterns of social engagement and sense of security and well-being are also affected by where people live. Resources that enhance quality of life can have a significant influence on population health outcomes; and these resources have been typically looked at apart from health care delivery systems. Examples of these resources include safe and affordable housing, access to education, public safety, availability of healthy foods, and local emergency/health services. Understanding the relationship between how population groups experience “place” and the impact of “place” on health is fundamental to the social determinants of health—including both social and physical determinants
.  The more one thinks about health in this more comprehensive way, the more opportunities there are to address and improve it. 

Table 1.
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King County’s demographic data depicted in the March 20 staff report show that the benefits of good health are not equally shared among King County residents. Although King County often appears to fare well overall on measures of health and well-being, such measures are based on averages and thus conceal deep disparities based on various geographic, demographic, and socio-economic factors. Addressing the social determinants of health is a primary approach to achieving health equity. Health equity is "when everyone has the opportunity to attain their full health potential and no one is disadvantaged from achieving this potential because of socially determined circumstances"
. Health equity has also been defined as "the absence of systematic disparities in health between and within social groups that have different levels of underlying social advantages or disadvantages—or different positions in a social hierarchy"
. Social determinants of health such as poverty, unequal access to health care, lack of education, stigma, and racism are underlying, contributing factors of health inequities.
Affordable Care Act: Health reform under the Affordable Care Act (ACA) presents opportunities for King County to address the deepening health inequities experienced by its residents by applying the concepts of the triple aim—working to simultaneously improve quality of care, reduce or control costs, and improve the health of the population.
. 
Today, one out of every five King County residents – over 420,000 adults and children – lives below 200 percent of the federal poverty level. Relative to those with higher incomes, people living at this level of poverty face significant inequities in health, with high levels of chronic illness such as heart disease, diabetes, and mental health and substance abuse disorders. Of particular note is that the burden of poor health disproportionately affects racial and ethnic minority residents.

The ACA recognizes that in addition to expanding health insurance coverage, focusing on wellness, prevention, and recovery are key to improving health. The ACA provides preventive services without cost sharing and, through the Prevention and Public Health Fund, communities across the country are implementing community-based strategies aimed at preventing chronic diseases, such as heart disease, diabetes, and cancer. The ACA also acknowledges the connection of body and mind by integrating mental health and substance abuse services with primary care. By promoting healthy lifestyles and healthy communities, especially among people experiencing the greatest burden of chronic disease, these programs are working to improve health, reduce health inequities, and control health care spending
.
Public Health has prepared a one-page document, attachment 2, on the impacts of ACA in King County.

THE PATH FORWARD
Over the last two years King County has undertaken several activities to improve its HHS outcomes, reduce health inequities, and ready the county for opportunities generated in part by the Affordable Care Act. A common thread among the county’s activities and initiatives is integration of medical, behavioral health, prevention and social services in order to achieve gains in health and quality of life. The following areas represent a few of the many endeavors the county is engaged in as it moves toward an integrated system of HHS. 

King County’s Health Reform Planning Team & Framework Report: A coalition of HHS safety net stakeholders, known as the King County Health Reform Planning Team, was convened in 2011 by Public Health-Seattle & King County and the Department of Community and Human Services. It is a forum for community dialogue and planning related to health reform in King County. This group of safety-net providers, payors, consumers, and other community leaders has come together for nearly two years to discuss the deepening health inequities and rising cost of health care in King County and the opportunities presented under health reform to help address these issues. 

In June 2012 the group released a position paper entitled “A Framework for an Accountable, Integrated System of Care for Low-Income Residents” (attachment 3). The team’s framework lays out a vision for an accountable system of care that is effective in reducing health inequities experienced by low-income residents of King County, and describes the core elements that stakeholders agree are needed to achieve it
. The Framework is intended for a broad community audience of consumers, care providers, policymakers, and funders, and is meant to help catalyze specific system design elements, collaborations and partnerships that will move a transformed system of care to implementation
.
Health and Human Services Transformation Panel Overview: The Council called upon the Executive, in collaboration with a stakeholder panel and the departments of Public Health and Community and Human Services, to develop a plan for an accountable and integrated system of health, human services, and community based prevention for the county’s residents in need. This plan, called for by Motion 13768, is due to the Council on June 1, 2013. (See attachment 4 for the Motion and attachment 5 for Transformation Panel Roster).
A 30 member panel was convened in early February and has met three times, with two more meetings scheduled. National experts from Vermont and Oregon have presented on HHS integration activities and models underway in those states. The panel has engaged in several robust discussions on the strengths, challenges, and opportunities before the county regarding its HHS systems. 

Some of the discussion themes from the HHS Transformation Panel meetings include:

· Recognition that “health” is about more than medical and behavioral health services; it also encompasses a broad array of other social supports, including housing, employment, and food assistance
· A need to monitor and increase capacity in the HHS system; concern that under health reform, demand for primary care may be overwhelmed; and, that demand for already stretched social services may experience greater pressure as the health care system work toward linking its newly insured patients to needed human services   

· Critical need for cultural competency in planning, service delivery, evaluation, and community-level organizing and interventions
· Need for streamlined, disaggregated, and shared data to support continuous improvement and a culture of learning 
· Understanding that the ACA will impact and change HHS systems and concern that some services may not reap benefits of ACA
· Desire to more fully understand collective impact model (described below)
Key Concepts of HHS Transformation Panel: The Panel is in the process of finalizing the vision, goals, and principles of an accountable and integrated system of care, among other aspects, as the due date of the final report nears. 

The following slide, which has been discussed by the Transformation Panel, represents the characteristics of the “next version” of an accountable, integrated health and human service system that stands to produces better outcomes in health and well-being. 

· Version 1.0 represents the past, where the focus was on sick care and responding to crisis events and little coordination across services or domains occurred.

· Version 2.0 represents the present, where some initial coordination and reporting on outcomes is occurring and some funds are shifting up stream for proactive interventions and services.

· Version 3.0 represents the future, where there is an acknowledgement that the health of the individual is tied to the health of the community, a greater focus on the social determinants of equity, and paying for outcomes, not volume.
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While the community’s efforts have already moved us away from yesterday’s version 1.0, the path to version 3.0 is a work in progress. Achieving version 3.0 will require increased commitment to working across historic silos of the health care delivery, social services, prevention, and public health sectors. Ultimately, version 3.0 reflects the successful shift from a costly sick care/crisis response orientation in health and human services, to one that is oriented on the population’s health and well-being overall. By placing a greater focus on preventing health and social problems, version 3.0 enables financial and quality of life outcomes. The Panel is beginning to understand that this shift doesn’t and won’t happen overnight, but is an important long view frame to guide transformation strategies and priorities. 
Along with considering the above 3.0 version of HHS, the Panel is discussing the framing concept that HHS integration needs to occur at two levels in order to improve health and well-being: the individual/family level, and the community level. 
· HHS Integration at the Individual/Family Level: At the individual/family level, an outcome-driven system which assures that individuals and families have access to an integrated, culturally competent set of needed services when, where, and how they need them is needed. As noted earlier, social conditions and health conditions are intertwined, and an integrated system of care would need to reflect a “whole person” or person-centered philosophy. In a whole person approach, the preferences, strengths, needs, and goals of individuals and families come first, versus putting the needs of the system bureaucracy first, and thus guide a plan tailored for that person or family. Behind the scenes, a range of services and supports would be available and organized around the individual/family.

· HHS Integration at the Community Level: Community level interventions are those improve the community features or conditions. Community level work would embrace the development of needed structures or coordination models that may be warranted across health and human services provider networks—thus creating efficiencies and enjoying results that couldn’t otherwise be achieved solely through the good work of provider networks operating independently – no matter how efficient they are. 
The individual level approach assures that individuals and families can access an array of person-centered, integrated, culturally competent services when, where, and how they need them. The community level approach would see community-level improvements because health is most deeply influenced by where people live, work, learn, and play. 
The Panel has recognized that many outcomes related to better health and well-being are not ones that any single funder or organization alone can move the needle on.  This has led to the panel learning more about an organizing model known as the Collective Impact Model.
· Collective Impact is a way of creating and carrying out coordinated strategies among aligned stakeholders. Collective impact models are increasingly being used as a way to bring about large-scale social change. The value of collective impact strategies have been written about extensively in the Stanford Social Innovation Review, highlighting that collective impact changes the focus of the social sector from isolated interventions of individual organizations to one that focuses on broad cross-sector coordination
. 
Collective impact is an approach that works best when applied for the purpose of working on certain outcomes in health and human services that cannot be achieved through the funders and their contracts working in relative isolation. When multiple financing streams affect desired outcomes, coordination across funders and other stakeholders is needed. Those with a stake work together to develop a shared understanding of the problem, agree on a joint approach to addressing it, identify mutually agreeable strategies and establish a robust system of measurement and continual improvement. Working collectively, their impact is greater than any single organization, funder, or sector could achieve on its own.

The Panel continues to learn about collective impact as a way to bring together the stakeholders that have the ability to influence a given shared outcome they care about. 

The panel is continuing to discuss and explore principles, mechanisms, and “starting places” that would help support the move toward a high-performing, integrated health and human services system in King County that is successful in reducing today’s disparities. The next meeting of the Panel takes place on April 24, 2013.   
CONCLUSION
Over the last ten years, there have been other efforts to examine and improve the HHS systems. These endeavors have helped steer investments and have brought more attention to the HHS systems. In general, the HHS landscape has so significantly changed due to the great recession, changing demographics, and governmental financial challenges, that additional and expanded work on the HHS system is needed. 
Consequently, King County is taking the opportunity to reexamine how its HHS system functions and what outcomes it generates for individuals and families. It is expected that the county will make changes to its HHS system in the months and years to come. These coming changes are motivated in part by the aforementioned landscape changes, but also by the need for a truly integrated HHS system that is more efficient, effective and transparent and moves the needle in a positive direction on the social determinants of equity.
With regard to confronting health disparities and addressing inequities, as noted at the March 20 COW briefing, the county has committed to working toward fairness and opportunity for all people and communities through adoption of King County’s Strategic Plan. Entitled, “Working Together for One King County”, the Plan has a guiding principle of “fair and just”, which seeks to “serve all residents of King County by promoting fairness and opportunity and eliminating inequities.” Thus, by establishing policies that positively influence social and economic conditions and those that support changes in individual behavior, the health of large numbers of people will be improved in ways that can be sustained over time. Improving the conditions in which resident live, learn, work, and play will create a healthier population, society, and workforce
. Addressing health disparities and inequities results in better outcomes for citizens and better outcomes drive costs down
.
Looking forward, the work that the HHS Transformation Panel and others are engaged in will help the county more effectively understand and respond to the health and human service needs of its residents. With an integrated system and funding levels sufficient to achieve its goals, the county will be able to invest in outcomes that have been mutually identified by county and stakeholder as having real impacts. 
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